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The  interesting  paper  by  Baboudjian  et  al.  focuses  on
the  duodenum  (D)  parietal  resection  [1].  In  oncology,  when
larger  excisions  are  required,  alternative  procedures  of
pancreas-sparing  sub-total  duodenectomy  can  be  considered
based  on  the  following  surgical  steps  [2,3].
After  a  Kocher  manoeuvre,  D3  is  transacted  before  its
undercrossing  the  superior  mesenteric  vessels.  It  is  retro-
grade  dissected  up  to  the  region  of  the  Vater  papilla  in
a  plane  just  outside  the  D  muscular  layer,  dividing  the
short  branches  of  the  pancreatico-duodenal  vessels.  After
sectioning  the  D  bulb  1.5—2  cm  from  the  pyloric  ring,  dissec-
tion  restarts  anterograde  until  the  Vater  papilla,  which  can
be  excised  dividing  the  Wirsung  duct  and  the  choledochus
just  outside  the  D  wall  (Fig.  1A).  These  ducts  will  be  re-
implantated  in  a  Roux-en-Y  jejunal  loop,  downstream  of  the
anastomosis  with  the  D1  ‘‘cuff’’,  usually  on  the  guide  of
2  stents,  working  also  as  external  temporary  postoperative
drains  [2—4].
Figure 1. A. Complete excision of D2 and partly of D3. B. An ‘‘island’’
papilla, that will be implanted in the Roux-en-Y jejunal loop. of D2 medial wall is dissected, encompassing the major and minor
Differently,  we  propose  to  dissect  an  elliptical  ‘‘island’’
from  the  medial  D2  wall,  extending  3  cm  above  the  Vater
papilla,  to  include  also  the  minor  papilla  (Fig.  1B).  The
‘‘island’’  vascularization  is  assured  by  the  branches  of  the
superior  pancreatico-duodenal  vessels.  The  digestive  con-
tinuity  is  restored  with  a  Roux-en-Y  jejunal  loop,  brought
up  in  the  supra-mesocolic  space,  with  its  anti-mesenteric
side  facing  the  D2  ‘‘island’’.  An  end-to-end  jejunal  anasto-
mosis  is  performed  with  the  D1  ‘‘cuff’’;  more  distally  the
D2  ‘‘island’’  is  re-implanted  on  the  anti-mesenteric  side  of
the  jejunal  loop.  A  feeding  jejunostomy  is  usefully  added.
Preoperatively,  a  MR  cholangio-pancreatography  helps  to
exclude  anomalies  of  the  biliary  tree  and  of  the  pancreatic
ducts  and  to  verify  the  presence  of  safe  oncological  margins.
Both  these  procedures  are  less  invasive  than  a  pancreato-
duodenectomy,  and  ensure  a  larger  excision  with  probable
oncologically  safer  margins.  Their  main  indications  are  rep-
resented  by  neoplastic  involvement  of  D2  lateral  wall,
usually  from  tumors  of  the  right  kidney  or  of  the  right  colonic
flexure.  Their  conversion  to  a  total  duodenectomy  results
easy  after  a  Cattell-Braasch  manoeuvre:  in  this  case  the
digestive  tract  is  directly  reconstructed  with  the  1st  jejunal
loop  [2].
In choosing  between  these  2  techniques,  it  should  be  con-





















s  easier  and  safer  than  a  double  anastomosis  of  the  chole-
ochus  and  of  the  Wirsung  duct.  We  underline  that  a  good
unctioning  of  a  Roux-en-Y  jejunal  loop  demands  a  careful
issection  of  its  vascular  arcades  and  its  cautious  mobi-
ization,  avoiding  any  inappropriate  mesenteric  torsion  or
tretching,  that  damages  also  the  vegetative  nervous  fibers.
oticeable,  a  direct  pancreato-jejunal  anastomosis  is  hin-
ered  by  the  discrepancy  between  the  size  of  the  pancreatic
ead  and  the  jejunal  loop  caliber.
A  preserved  pylorus  prevents  dumping  syndrome;  how-
ver  the  other  functional  disadvantages,  secondary  to
issed  D  endocrine-digestive  functions,  persist,  although
ess  relevant.  The  onset  of  a  ‘‘duodenal  blind  loop’’  syn-
rome  is  unlikely,  considering  the  short  length  of  the  D3-D4
emnant  and  its  intrinsic  motility  [5].
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